children is acute abdominal pain. Symptoms may remain limited or absent for long periods of time. Nevertheless, complications related to torsion or compression of abdominal organs are quite common and may cause progressive splenic infarction and necrosis of the pancreatic tail. [4] Without detorsion, splenic infarction and gangrene ensue. Chronic torsion typically causes venous congestion and splenomegaly. [5] Laboratory tests are usually nonspecific. Imaging procedures, such as sonography, nuclear scintigraphy, computed tomography (CT), and magnetic resonance, are the common diagnostic modalities. The absence of the spleen in the left hypochondrium and the presence of a soft-tissue mass resembling a spleen in the lower abdomen are highly suggestive of WS. Both abdominal sonography as the CT is usually accomplished to diagnose WS symptom. [4] In children without splenic infarction, the therapeutic procedure of choice is splenopexy, suturing the spleen to the diaphragm, abdominal wall, or omentum. [5] Thrombocytopenia in patients with WS has rarely been reported. Most reports do not mention the patients' platelet counts. When reported, platelet counts are typically either normal or elevated. [6] 
CASE REPORT
A 15-year-old girl has been reported to our hospital complaining of repeated attacks of abdominal pain in the past month. The pain is felt at epigastrium and around the umbilicus. It was associated with vomiting. She received intravenous fluids, analgesics, and antispasmodics with some improvement.
Abdominal examination revealed a palpable mass of about 14 cm × 8 cm. The mass showed limited mobility and mild tenderness. It was dull on percussion. Throb space gives resonance note on percussion. Other systemic examinations were unremarkable. Complete blood count revealed platelets (790 × 10 3 /mL), white blood cells (9,700 × 10 3 /mL), and hemoglobin (8 g/dL); all other laboratory tests were normal.
Abdominal sonography and CT showed the empty left hypochondrium and enlarged spleen 17 cm in the long axis with no vascular or focal lesions [ Figure 1 ].
Using a midline incision, abdominal exploration was done and revealed the spleen not in it is place, and there is a mass in the umbilical region surrounded by dense peritoneal adhesions [ Figure 2 ]. The omentum and bowels were adherent [ Figures 3 and 4 ]. The adhesions were released; the swelling was confirmed to be the spleen, and it was observed that the cause of pain and the adhesions were the previous attack of a patch of splenic infarction [ Figure 5 ]. The splenic pedicle was long, and its arterial pulsations are hardly felt. Due to extensive adhesions and splenomegaly, it was not possible to do splenopexy, and splenectomy was done. The postoperative period passed uneventfully, and the patient discharged 4 days later. She consented for the anonymous reporting of his case. Such reporting was also approved by our local bioethical committee.
The study involves human study, but the IRB/IRC approval is exempt, because the case in this study is not subjected to any test, we only reported the findings.
DISCUSSION
WS is a rare clinical condition, with only about 500 cases reported worldwide. [7] The age at diagnosis ranged from 3 months to 82 years. [8] CT is the modality of choice for diagnosing a WS when the torsion is suspected. CT findings include the ectopic position of the spleen, whorled appearance of the splenic pedicle, and surrounding fat at the splenic hilum, which may or may not be accompanied by twisting of the pancreatic tail. The spleen may be enlarged due to hypercongestion, and there may be a minimal or absent postcontrast enhancement of the splenic parenchyma, which is usually a sign of infarction. [9] Prophylactic splenopexy is preferred even if asymptomatic as the risk of torsion is high. WS is also prone to injury due to its ectopic location unprotected by the rib cage and is another reason for prophylactic splenopexy. [10] Detorsion and splenopexy is a reasonable surgical option, even in patients presenting with an acute abdomen, when there is no evidence of infarction, thrombosis, or hypersplenism. Splenic preservation is highly recommended in very young patients, those under 1 year of age up to those in the third decade of life due to risk for overwhelming postsplenectomy sepsis. [11] After splenectomy, if it is not possible before surgery, it is mandatory to give prophylactic antibiotic therapy and vaccination for encapsulated bacteria to prevent postsplenectomy sepsis syndrome. [4] Both surgeries can be done by laparotomy or laparoscopy, depending on the surgeon experience. Splenic surgery by laparoscopic approach is the preferred technique. [4] The cause of extensive adhesions in our case found during the surgery [ Figure 2 ] was interpreted as a result of perisplenitis due to the recurrent ischemic events resulting from splenic ptosis. Platelet count in cases diagnosed with WS is not reported in all studies. Thrombocytopenia may be as a result of sequestration in the enlarged spleen. Thrombocytosis in this reported case can be explained by impaired splenic perfusion for a long time, resulting in reactive thrombocytosis as a well-known sequel after splenectomy.
CONCLUSION
WS is a condition can involve different age groups. Once diagnosed either symptomatizing or not should be treated surgically. Splenopexy and splenectomy are considered as options for treating. WS can present with abdominal pain and thrombocytosis.
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